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Oral Viral Lesion (Hairy Leukoplakia) 
Associated with Acquired immunodeficiency Syndrome 


From October 1981 to June 1985, 13 (11%) of 123 patients with hairy leukoplakia (HL) 
seen in San Francisco, California, were additionally diagnosed as having acquired immunodefi- 
ciency syndrome (AIDS). Eighty (73%) of the 110 patients who did not have AIDS at the time 
of HL diagnosis were followed (7). Twenty of these developed AIDS within 1-33 months 
(mean 7.5 months) of HL diagnosis. Seventy-nine serum specimens from the 123 patients 
with HL were tested for antibody to human T-lymphotropic virus type Ill/lymphadenopathy- 
associated virus (HTLV-IIl/LAV) by indirect immunofluorescence (2). Of these, 78 (99%) were 
positive. The one negative result was also negative by Western blot test. All cases met the 
CDC case definition for AIDS. 

Oral viral “hairy” leukoplakia of the tongue appears as raised white areas of thickening on 
the tongue, usually on the lateral border. The lesions may not respond to traditional antifungal 
therapy and appear to have unusual virologic features. Candida has been reported on the sur- 
face of the HL lesions. A number of viruses, including papilloma, herpes, and Epstein-Barr, 
have been identified by electron microscopy in biopsies obtained from the HL lesions. HL was 
first identified in San Francisco in 1981. The lesion has also been reported in patients exam- 
ined in Los Angeles, California; Baltimore, Maryland; Ann Arbor, Michigan; Paris, France; 
Copenhagen, Denmark; and London, England. 

Reported by D Greenspan, BDS, J Greenspan, BDS, University of California, San Francisco, School of Den- 
tistry; H Goldman, DDS, New York University Dental Center, New York City; Dental Disease Prevention 
Activity, Center for Prevention Svcs, CDC. 

Editorial Note: HL may be of diagnostic value as an early indicator of HTLV-III/LAV infec- 
tions, especially when observed in combination with other clinical findings. Approximately 
95% of patients with AIDS and AlDS-related complex are reported to have cervical lympha- 
denopathy and other head and neck manifestations of disease, which may be detected by 
dentists or others undertaking oral or facial examination (3). 

Health-care providers, including dental personnel, are in a unique position to identify clinical 
oral symptoms and their potential association with AIDS. Kaposi's sarcoma (KS), candidiasis, 
recurrent herpetic infections, and papillomas are oral manifestations that have been associat- 
ed with AIDS. Unresolved candidiasis may be one of the earliest signs of AIDS in persons in 
groups at risk of acquiring AIDS. Oral KS is virtually pathognomonic of AIDS in males aged 
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25-44 years. Squamous cell carcinomas, non-Hodgkins lymphomas, and malignant melano- 
mas have also been reported to occur in the oral cavity in association with AIDS. 

While careful histories and physical examinations alone will not identify persons with AIDS 
or related symptoms, oral findings, including this newly reported oral lesion, are important di- 
agnostic tools for health-care providers in early identification and treatment of AIDS. 
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Tetanus in a Child 
with improper Medical Exemption from Immunization — Florida 


in June 1984, a 12-year-old male was brought to a Florida emergency room for an in- 
flamed splinter wound on the foot. The injury had occurred 14 days previously and had been 
treated with herbal remedies. The child was given tetanus toxoid and intramuscular penicillin 
and was sent home. Later that day, he developed neck stiffness, interscapular pain, and 
spasms. He returned to the emergency room, where generalized stiffness and difficulty open- 
ing the jaw were noted. A small splinter was removed from his foot, and some pus was ex- 
pressed. He was admitted to an intensive-care unit, placed on high-dose penicillin, and given 
7,000 units of tetanus immune globulin (TIG) over a 5-day period. Diazepam was begun to 
control increasingly frequent muscle spasms lasting 1-2 minutes. Episodic periods of tachy- 
cardia, hypertension, and diaphoresis occurred. Respiratory function remained stable, and on 
the ninth day of hospitalization, the child was transferred to the pediatric ward. He recovered 
and was discharged on day 12 of hospitalization. 

Investigation revealed that the child had received a dose of oral polio vaccine at about 18 
months of age but had received no other immunizations. In the school record was a form 
granting him permanent medical exemption to all vaccines. The form, signed by a health-care 
provider, gave the reason for exemption as “due to recent medical literature.” The provider 
later stated that the literature referred to “cytotuxic allergies secondary to immunization,” but 
cited no specific references. Review of immunization records in the child’s school revealed 
two other children with similar exemptions granted by this same provider. 

Reported by JJ Witte, HT Janowski, JJ Sacks, MD, Acting State Epidemiologist, Florida Dept of Health 


and Rehabilitative Svcs; Div of Field Svcs. Epidemiology Program Office, Surveillance, Investigations, and 
Research Br, Div of Immunization, Center for Prevention Svcs, CDC. 


Editorial Note: This case illustrates several important points: (1) a thorough attempt should 
be made to determine the tetanus immunization status of persons with wounds treated in 
emergency rooms; (2) appropriate antitetanus wound prophylaxis should reflect the patient's 
immunization status and type of wound (7 ); (3) even with a school immunization law in place, 
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proper immunization of a school-aged child cannot be assumed; and (4) granting of medical 
exemptions should not be given indiscriminately. 

A recent study of antitetanus prophylaxis in emergency rooms found that 23% of patients 
with wounds were treated incorrectly (6% undertreated, 17% overtreated). Moreover, only 
27% of patients at highest risk of acquiring tetanus, i.e., those with contaminated puncture 
wounds or other serious wounds and/or fewer than three previous doses of tetanus toxoid, re- 
ceived appropriate prophylaxis against tetanus (2). In this particular instance, little could have 
been done to prevent tetanus at the time the patient presented to the emergency room be- 
cause so much time had elapsed since the wound occurred. A summary guide to tetanus 
prophylaxis in routine wound management is presented in Table 1. 

Tetanus toxoid is generally well tolerated, even in individuals with histories of presumed 
adverse reactions to tetanus toxoid. In one study, 94 of 95 persons giving histories of 
anaphylactic symptoms following a previous tetanus toxoid dose were nonreactive following 
intradermal testing and tolerated a further tetanus toxoid challenge without a reaction (3). 
Booster doses are routinely recommended every 10 years. More frequent boosters are not in- 
dicated and may result in an increased occurrence and severity of adverse reactions, partic- 
ularly the Arthus-type hypersensitivity reacti- » (4). 

Adults are less likely than children to be adequately immunized or adequately protected 
against tetanus and diphtheria (5-7). The routine use of tetanus and diphtheria toxoids (Td) in 
all medical settings is, therefore, recommended; emergency room visits by adults may be the 
best opportunity to boost immunity to both tetanus and diphtheria. 

At least four doses of a tetanus toxoid-containing preparation are required for entering kin- 
dergarten in Florida. Exemptions from immunization in Florida are allowed for religious or 
medical reasons but only a very small proportion (0.1%) of Florida schoolchildren have such 
exemptions. To maintain the current high levels of immunization in the school system and to 
avoid incidents such as the one described here, medical exemptions should be carefully eval- 
uated. For example, a contraindication (e.g., immune deficiency) to live virus vaccines does 
not mean inactivated vaccines are necessarily contraindicated as well. Blanket medical exemp- 
tions for all vaccines are rarely indicated. 


TABLE 1. Summary guide to tetanus prophylaxis in routine wound management — 
United States, 1985 





History of adsorbed Clean, minor wounds All other wounds* 
tetanus toxoid (doses) Tat TIG tat TIG 





Unknown or 
< three Yes No Yes Yes 


= thrae? No! No No** No 





“Such as, but not limited to, wounds contaminated with dirt, feces, soil, and saliva, puncture wounds, 
avulsions, and wounds resulting from missiles, crushing, burns, and frostbite. 


tFor children under 7 years old, DTP (DT, if pertussis vaccine is contraindicated) is preferred to tetanus 
toxoid alone. For persons 7 years old and older, Td is preferred to tetanus toxoid alone. 


if only three doses of fluid toxoid have been received, a fourth dose of toxoid, preferably an adsorbed 
toxoid, should be given. 


‘Yes, if more than 10 years since last dose. 


**Yes, if more than 5 years since last dose. (More frequent boosters are not needed and can accentuate 
side effects.) 
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TABLE |. Summary—cases of specified notifiable diseases, United States 
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TABLE Il. Notifiable diseases of low frequency, United States 








c 1985 
Cum. 1985 um 


Anthrax 

Botulism Foodborne 
infant (Calif. 1) 
Other 


Leptospirosis (Hawaii 2) 25 
Plague 1 
Poliomyelitis: Total 3 
Paralytic 3 
Brucellosis lowa 1. Tex 1) Psittacosis (Wash. 1) 80 
Cholera Rabies, human 
Congenital rubella syndrome - Tetanus (S.C. 1, Fla. 1) 
Congenital syphilis, ages < 1 year Trichinosis 
Diphthena 


43 
48 
Typhus fever, flea-borne (endemic, murine) (Tex. 2) 17 














“Four of the 31 reported cases for this week were imported from a foreign country or can be directly traceable to a known internationally im- 
ported case within two generations 





Vol. 34/No. 36 MMWR 


TABLE I11. Cases of specified notifiable diseases, United States, weeks ending 
September 7, 1985 and September 8, 1984 (36th Week) 

Aseptic Encephalitis er Hepatitis (Viral), by type 
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TABLE 111. (Cont’d.) Cases of specified notifiable diseases, United States, weeks ending 
September 7, 1985 and September 8, 1984 (36th Week) 

Measies (Rubeoia) Menin- 
indigenous imported * Total 


Cum Cum. | Cum Cum Cum. | Cum Cum. | Cum 
1985 | 1985 1985 | 1985 1985 | 1985 1905 1985 | 1984 1905 | 1985 | 1984 


UNITED STATES 21 2,001 10 398 23 «2.175 106 1.736 1,532 2 539 545 
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“For measies only, imported cases includes both out-of-state and international mportations 
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TABLE I11. (Cont’d.) Cases of specified notifiable diseases, United States, weeks ending 
September 7, 1985 and September 8, 1984 (36th Week) 
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TABLE IV. Deaths in 121 U.S. cities,“ week ending 


September 7, 1985 (36th Week) 





All Causes. By Age ( Years) 
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“Mortality data in this table are voluntarily reported from 121 cities in the United States, most of which have populations of 100,000 or 
more. A death is reported by the place of its occurrence and by the week that the death certificate was filed Fetal deaths are not included 


** Pneumonia and influenza 


t Because of changes in reporting methods in these 3 Pennsylvania cities. these numbers are partial counts for the current week Complete 
counts will be available in 4 to 6 weeks 

ttTotal includes unknown ages 

§ Data not available Figures are estimates based on average of past 4 weeks 





Vol. 34/No. 36 MMWR 


Polychlorinated Biphenyl Transformer incident — New Mexico 


On June 17, 1985, a transformer located in the basement of the New Mexico State High- 
way Department building in Santa Fe was found to have overheated and released an oily mist 
containing polychlorinated biphenyls (PCBs) and their pyrolysis by-products. The transformer 
contained 245 gallons of askarel*, most of which was vented from the transformer. The aska- 
rel was tested for PCBs, and the result was interpreted as negative. Therefore, clean-up began 
under the assumption that PCBs were not present. By that afternoon, however, a laboratory 
identified PCBs in an askarel fluid sample from the site. By that time, the three-story building 
had been extensively contaminated, compounded in part by the clean-up efforts. 

Contamination occurred in several ways: (1) mist containing PCBs and pyrolysis by- 
products entered two rooms in the basement adjacent to the transformer vault and two rooms 
on the ground floor above the vault via vents and unsealed electrical conduits; (2) direct spread 
of mist and fumes occurred through three stairwells located in the building, none of which had 
fire doors; (3) air drafts created by open windows and exhaust fans spread fumes throughout 
the building; (4) foot traffic by employees and emergency-response teams extended the con- 
tamination; (5) the exhaust vent in the transformer room, located near the intake vents for the 
building's air-conditioning system, allowed further contamination through fumes drawn into 
the air-conditioning system. 

The askarel contained 87% polychlorinated biphenyl! (PCB) (Aroclor 1260?) and a mixture 
of tri- and tetra-chlorinated benzenes (13%). Air samples obtained within 14 hours after the 
incident showed PCB levels of 48 g/m? in the transformer vault and 20 g/m? in the room 
above the vault. Wipe samples of surfaces showed PCB levels ranging from 30 million 4g/m? 
for grossly contaminated surfaces to 4,700 g/m? for a desk top with no visible 
contamination. 

Additional air and surface samples were collected June 22-24. Analysis of these samples 
demonstrated potential pyrolysis products of PCBs and polychlorinated benzenes. The 
2,3,7,8 isomer of tetrachlorodibenzofuran (TCDF) was identified in concentrations averaging 
48 pg/m* of air in the most heavily contaminated areas of the building. For wipe samples, 
levels ranged from 41,224 ng/m? on grossly contaminated surfaces to 5 ng/m? in areas with 
no visible contamination. The 2,3,7,8 isomer of tetrachlorodibenzo-p-dioxin (TCDD) was not 
detectable in air samples or on surface wipes (detection limit 0.5-5.0 pg/m® for air samples 
and 180 ng/m? for surface wipes). The highest levels of chlorinated benzenes were found on 
the second floor, where air levels of 168 yg/m* and 3.9 ug/m* were recorded for 1,2,4- 
trichlorobenzene and 1,2,3,4-tetrachlorobenzene, respectively. 

The Office of Epidemiology, New Mexico Health and Environment Department, conducted 
a study to determine whether exposure to fumes or oil at the transformer incident site had 
caused illness. Exposed persons were identified by highway department officials, by police 
and fire department attendance logs, and by self-reporting. A questionnaire was administered 
to exposed and unexposed employees and to emergency-response team members. Eighty 
(79.2%) of the 101 persons with known exposure completed questionnaires. The most com- 


*Fire-resistant. electrically insulated coolant liquid used in PCB transformers. 


tUse of trade name is for identification only and does not imply endorsement by the US. Department of 
Health and Human Services and the Public Health Service. 


SNational Institute for Occupational Safety and Health recommended standard is 1 pg/m? per 10-hour 
time-weighted average. There are no established federal surface standards for PCBs or polychlorinated 
benzenes; there are no federal air standards for polychlorinated benzenes. 
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monly observed symptoms were: nausea (27.5%), eye irritation (22.5%), sore throat (21.2%), 
nose irritation (18.8%), chest tightness (15.0%), and headache (15.0%). Symptoms were tran- 
sient and usually resolved as soon as the person left the site. However, two people reported 
headaches persisting more than 1 day. Nine persons were evaluated at a local emergency 
room and then released. Analysis of symptom-prevalence data showed that, for individuals 
not wearing self-contained breathing apparatuses, the number of symptoms was correlated 
with time at the site (r = 0.236, p = 0.039) and time in the building (r = 0.340, p = 0.035). 

Fifty-six persons with known exposure submitted sera for PCB analysis, as did 20 controls 
(unexposed firefighters and highway department employees). Serum PCBs were calculated 
using Aroclor 1260 as the standard. All but four persons had levels below 10 parts per billion 
(ppb). The median for exposed persons was 4.1 ppb (range 1.2-41.8 ppb) compared to 2.4 
ppb (range 0.9-8.0 ppb) for controls. The values observed in exposed persons were greater 
than in controls (p < 0.002). Persons who entered the building had higher serum PCB levels 
than persons exposed to fumes outside (median: 4.8 ppb inside; 3.4 ppb outside; p = 0.014). 
Neither individual symptoms nor total numbers of symptoms were correlated positively with 
serum PCB level. 

The affected building has not been reopened. 
Reported by K Sherrell, RF Meyerhein, MS, Organics Section, Scientific Laboratory Div, SA Rogers, MES, 
WT Slade, MES, C Oppenheimer, Occupational Health and Safety Bureau, D Fort, Environmental iImprove- 
ment Div, HF Hull, MD, State Epidemiologist, New Mexico Health and Environment Dept; Div of Field 


Svcs, Epidemiology Program Office, Div of Surveillance, Hazard Evaluations, and Field Studies, National 
institute for Occupational Safety and Health, CDC. 


Editorial Note: According to Environmental Protection Agency estimates, approximately 
77,600 PCB transformers were being used in or near commercial buildings at the end of 
1984 (e.g., office buildings, hospitals, schools, and shopping centers) (7). While past atten- 
tion has focused mainly on spills of PCBs from this equipment, the recent occurrence of sever- 
al fires (2,3) involving PCB-containing transformers has focused attention on what may be a 
more important threat to public health: fires resulting in widespread contamination of struc- 
tures with PCBs and, in some cases, polychlorinated dibenzofurans (PCDFs) and polychlo- 
rinated dibenzo-p-dioxins (PCDDs), including 2,3,7,8-TCDD. In addition to these soot- 
producing incidents, release of PCBs from the pressure-relief valves of overheated transform- 
ers have also resulted in contamination. Although a previous incident of this type did not 
result in detected concentrations of PCDFs and PCDDs (4), the Santa Fe incident demon- 
strates that significant formation of PCDDs and PCDFs, including 2,3,7,8-TCDF can occur 
from overheated transformers. The formation of PCDFs and PCDDs from the pyrolysis of 
electrical fluids is of paramount concern as some of the congeners are much more toxic than 
PCBs. Groups at risk from these exposures include firefighters and other emergency-response 
personnel, clean-up workers, and occupants of these structures. 

In experimental animal studies, exposure to PCB, PCDFs, and PCDDs at a wide range of 
exposure concentration may cause various systemic effects, including immunologic dysfunc- 
tion and teratogenesis. In addition, PCBs and TCDDs are carcinogenic in rats and mice (5,6). 
Humans exposed to PCBs, TCDDs, or PCDFs have developed chloracne, metabolic disorders, 
and other systemic problems (5,6). Epidemiologic studies of humans chronically exposed to 
PCBs or PCDDs in the workplace suggest an association between exposure to these com- 
pounds and increased incidence of cancer (7-9). However, the long-term health effects of 
acute exposure, such as this, are not known. 
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FIGURE |. Reported measles cases — United States, weeks 32-35, 1985 
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